Benign gastric tumours are infrequent. In Eusterman and Senty's (1922) series they amounted to about 0-6% of all gastric neoplasms. A higher incidence has been observed by other workers. Lockwood (1932) encountered benign gastric neoplasms in 45% of his cases, Eliason and Wright (1925) in 4.12%, Marshall (1955) in 4-8%, and Stout (1953) in 16-9% (the last high figure no doubt being due to selected material).
The majority of benign tumours of the stomach are epithelial in origin, and are either sessile adenomas or pedunculated papillomas. Some authors also include hypertrophic gastritis under this heading. Carcinoids should be regarded as malignant neoplasms (Lattes and Grossi, 1956) .
The mesenchymal variants of benign gastric neoplasms, in descending order of frequency, are leiomyoma and neurilemoma (which are not always histologically separable), haemangioma, fibroma, and lipoma (Tanner, 1950) .
Other benign tumours, such as ganglioneuroma (Dahl, Waugh, and Dahlin, 1957) , dermoid (Balfour and Henderson, 1927; Tanner, 1950) , teratoma (Willis, 1962) , glomus tumour, granular cell myoblastoma, and lymphangioma (Stout, 1953) , are so rare as to constitute curiosities. The gastric wall may also be involved in neurofibromatosis (Stout) , and ectopic pancreatic tissue may form non-neoplastic mural masses. Fibromas are considered to be rare. Thus Minnes and Geschickter (1936) found only one fibroma amongst 50, and Eusterman and Senty (1922) five fibromas amongst 27 benign gastric lesions. Stout (1953) occasional sickness, and slight loss of weight for about one month. There was no history of dysphagia or haematemesis. Oesophagoscopy showed a polypoid tumour mass, 41 cm. from the dental margin, at the posterior oesophageal wall. On barium swallow the presence of this growth at the cardia was confirmed (Fig. 1) , which was thought to arise from the left lateral wall. A left thoracotomy was performed. A gastric tumour was palpable through the diaphragm, and a pedunculated growth was removed from the cardiac portion of the stomach by dividing its mucosal pedicle. The patient made an uneventful recovery.
OPERATION SPECIMEN The excised mass was ovoid in shape, with a smooth or finely granular, brownish discoloured surface, measuring 4-5 x 4 x 2-5 cm. and weighing 25 g. The cut surfaces were moderately firmelastic in consistency, yellowish-grey in colour, and moist and uniform in appearance (Fig. 2) .
HISTOPATHOLOGY (63/2638) Four complete crosssections were cut through the mass. The sections from all blocks show a moderately vascular, centrally oedematous and slightly myxomatous, benign fibroblastic neoplasm. Diffuse infiltration with many oesinophil leucocytes is present throughout (Fig. 3) , and there are scattered small lymphocytic aggregations. An occasional mucosal glandular tubule is met with encased in the fibroblastic mass.
The tumour tissue contains well-formed capillaries, veins, and small muscular arteries, which are occasionally moderately numerous and show up well in silver impregnations (Fig. 4) . No relationship is demonstrable between vessel walls and the neoplastic fibroblasts which make up the bulk of the tissue. These are usually spindle-shaped, but towards the centre many are plump and swollen. Mitoses are absent. No capsule is discernible. Remnants of oesophageal wall and gastric mucosa, including muscularis mucosae, are present at the site of attachment to the cardia (Fig. 5) , but elsewhere the surface of the tumour is eroded and is formed by a thin zone of active granulation tissue (Fig. 6) in the sections which were stained for axons (Holmes, 1947) .
The muscularis mucosae is recognizable at the base, but fibroblastic proliferation has penetrated into the mucosal lamina propria above it. No elements of the gastric muscular coats are included in the specimen, and hence the growth has apparently involved mainly the gastric submucosa.
A diagnosis of pedunculated submucous fibroma of the cardia was made. DISCUSSION Konjetzny (1920) was probably the first to describe a pedunculated submucous gastric fibroma, and interpreted it correctly as a fibroma. Vanek (1949) collected a series of six cases. After considering whether to regard them as granulomas or fibromas he finally called them eosinophilic granulomas. This was an unfortunate decision, for although Vanek emphasized that the lesion was quite different from the eosinophilic granuloma of bone (Otani and Ehrlich, 1940) , subsequent workers have speculated as to the possible links between gastric fibroma and eosinophilic granuloma of bone and skin, and even with Hand-Schuller-Christian disease. Vanek himself admitted that the differential diagnosis of 'gastric eosinophilic granuloma' and gastric fibroma was difficult, and thought the gastric fibroma was probably the late result of a preceding granuloma. In the same year Bolck reported three gastric fibromas which he called 'granuloblastomas', as he thought that they were benign neoplasms arising from granulomatous foci. Other divergent conceptions are neurofibroma (Feyrter, 1949) , haemangioendothelioma (Sawyer and Lubchenko, 1951) , inflammatory fibroid polypi (Helwig and Ranier, 1953) , haemangiopericytoma (Stout, 1953) , and xanthofibroma (Berger, Shenoy, and Ames, 1962) . Stout (1953, p. 48) states that 'if a fibroma [of the stomach] occurs, the writer has never seen an example of it'. But his Figures 21 and 22 show a good example of a gastric fibroma, and represent one of the cases of Helwig and Ranier, which they regarded as inflammatory fibroid polypi. Though there is some evidence of a concentric perivascular arrangement of fibrous tissue, there is no evidence of a pericytoma.
Fifty-eight previously recorded unequivocal cases of gastric fibroma were traced in the literature and their main characteristics will be summarized. AGE The age of the patients ranged from 22 to 90 years with a peak incidence in the sixth decade. The mean age was 55 years and 91 months.
SEX DISTRIBUTION In one case the sex is unknown. Males predominated in an approximate proportion of 3: 2, there being 36 males and 21 females. However, these figures may be somewhat biased owing to the inclusion of Helwig and Ranier's cases which were derived from the American Armed Forces. If these are excluded the proportion of males to females is 1 25: 1.
CLINICAL SYMPTOMS Vague gastric symptoms and pain in the gastric area are the main symptoms. The length of history varied from three weeks to 20 years. Occasionally there was loss of weight; the E.S.R. was usually normal. Low haemoglobin values were associated with melaena. Absence of free hydrochloric acid or hypo-acidity was frequently observed on examination of the gastric juice, and when accompanied by an equivocal radiological picture was the reason for an erroneous clinical diagnosis of carcinoma. Eosinophilia of the peripheral blood was never demonstrable, except in case 2 of Frank (1953) who had a definite allergic diathesis.
RADIOLOGICAL FEATURES Radiological examination
was most helpful in polypoid lesions, and pedunculated fibromas which had prolapsed into the duodenum have been visualized on several occasions. In the case of largely intramural lesions the radiological features have been less diagnostic, being reported as pyloric stenosis, ulcer craters, filling defects, or gastric carcinoma. SITE In about four-fiths of the cases the fibromas were situated at or near the pylorus or in the antrum. In the remaining cases the tumour was present in the middle portion of the stomach. The present case would appear to be the first to occur at the cardia.
MACROSCOPICAL APPEARANCES The smaller lesions usually displayed well-delimited peripheries, clearly arose from and were confined to the submucosa, and were covered by gastric mucosa (Bolck, cases 1 and 3, 1949; Nunes, case 2, 1950; Smith, case 1, 1956 ). They presented as greyish or yellowish-grey, firm fibrous masses of spherical or ovoid outline, and many either projected into the gastric cavity or were entirely polypoidal. The mucosa over the larger growths was usually eroded. An occasional fibroma was adjoined at one side by a deeply excavated peptic ulcer (Vanek, case 4, 1949; Nunes, case 3, 1950) . A few fibromas remained confined to the submucosa, forming flat fibrous submucous plaques (Bolck, case 2, 1949; Schumann, 1952 DIFFERENTIAL DIAGNOSIS Although the microscopical features of this gastric tumour are thus quite distinct, in view of the widely divergent designations this growth has received in the past and the confusion with other disease entities which has arisen Ashby, Appleton, and Dawson, 1964; and others) , it is necessary to separate it sharply from inflammatory conditions and hence the differential diagnosis will be briefly discussed.
Erosions and foreign-body granulomata The gastric lining becomes frequently eroded and ulcerated, yet genuine granulomata are observed but rarely. Kolodny (1935) reported a genuine granulomatous foreign-body reaction associated with peptic ulcer in two patients. Similar features were described in five cases by Sherman and Moran (1954) who were also able to produce such lesions experimentally ).
Crohn's disease Although regional enteritis involves mainly the ileum and large gut, segmental lesions may occur higher up in the gastrointestinal canal involving jejunum, duodenum, pylorus, and stomach. Such cases were recorded, for example, by Comfort, Weber, Baggenstoss, and Kiely (1950, cases 4 and 5), Goldgraber, Kirsner, and Raskin (1958, case 2), and Swarts and Young (1955, case 1) , whose patient showed a blood eosinophilia of 24%, and microscopically the diseased gut wall proved to be densely infiltrated with eosinophils.
Parasitic gastric granulomata Herrings, like other species of sea fish, may be infested with nematodes (Kahl, 1939) . In some countries bordering on the North Sea it is customary to consume freshly caught herrings which have been exposed for only brief periods to coarse salt. Hence parasitic larvae from only slightly salted raw herrings may survive and may, when reaching the gastrointestinal canal, give rise to an intense, localized, phlegmonous inflammatory mass with very large numbers of eosinophils. Cases with gastric involvement have been described by Kuipers, van Thiel, Rodenburg, Wielinga, and Roskam (1960, case 13 ) and Voorhuis and Eijlers (1961) , who demonstrated the presence of larvae of Eustoma rotundatum.
Nodular inflammatory foci The gastric wall is commonly not involved in cases of generalized infections. Equivocal non-caseating tuberculoid foci were found by Scott, Smith, Cox, and Palmer (1953) in the gastric mucosa in cases of sarcoidosis. Engle (1953) recorded gastric involvement in histoplasmosis (case 19) and in tuberculosis (case 26). Nodular epithelioid cell masses with central aggregation of giant cells were found by Boivin and Berry (1961) between mucosa and submucosa in a case of gastritis after reserpine therapy.
Gastric ulcer with marked eosinophilic infiltration Inflammatory infiltration of the tissues surrounding a peptic ulcer is usually present in varying degree. Occasionally the predominant cell is the eosinophil polymorph. Ortmayer, Balkin, and Humphreys (1946) and Goldgraber et al. (1958, case 3) described such cases. Their patients showed a moderate blood eosinophilia of 5 and 9 % respectively, and hence it is possible that the concentration of eosinophils around the ulcer crater was due to an associated allergic predisposition, similar for example to the eosinophilic prostatitis occurring in asthmatics (Stewart, Wray, and Hall, 1954 Ashton's (1960) experience with the occasional Toxocara canis granuloma of the eye.
Diffuse eosinophilic gastritis and/or enteritis Twenty-five cases of this type were found in the literature. There was an excess of males over females in a proportion of 3: 2, the pre-operative history usually varied from several months to 16 years, an allergic background was elicited in 11 cases, and 18 cases showed a marked eosinophilia of the peripheral blood varying from 10 to 630%. In 14 cases the abnormality was confined to the stomach, in three to the small gut, in seven cases there were gastric as well as small gut lesions, and in one case the omentum was also involved. At laparotomy the diseased segments were congested, acutely inflamed and greatly thickened, the gastrointestinal wall measuring from 1 to 2-4 cm. in diameter, and on histological examination all coats, and in particular submucosa and muscularis, displayed diffuse eosinophilic infiltration. The aetiology of the lesion is still obscure. Ashby et al. (1964) suggested that many cases of eosinophilic gastro-enteritis are an allergic phenomenon following repeated infection with fish nematodes, but proof of this is entirely lacking.
A single case of eosinophilic colitis is on record (Dunstone, 1959) . Apart from its localization the features were identical to those of the stomach and small gut.
It is this group that has in the past often been confused with the gastric fibroma solely on account of the presence of eosinophils in both lesions. But apart from this feature the two conditions have nothing in common. Clinically eosinophilic gastritis is associated with a raised E.S.R., a marked eosinophilia of the peripheral blood, there is frequently an allergic factor, and already on naked-eye examination it is clear that this is a diffuse inflammatory condition, contrasting sharply with the welldelimited and often pedunculated appearance of the gastric fibroma. When its covering gastric mucosa becomes eroded it is lined by active granulation tissue, which forms a marked contrast to the fibroblastic bulk of the tumour. 
